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STRUCTURED ABSTRACT  
Introduction  
In this review we highlight poor diet as the biggest risk factor for non-communicable diseases. We examine 
the denial tactics used by the food industry, how they reflect the tactics previously used by the tobacco 
industry, and how campaigners can use this knowledge to achieve future public health successes. 
Sources of data 
Data sources are wide ranging, notably publications relating to public health, obesity and processed food, 
the effectiveness hierarchy, and food industry denialism tactics.  
Areas of agreement 
Global burden of disease analyses consistently demonstrate that poor diet produces a bigger burden of 
non-communicable disease than tobacco, alcohol and inactivity put together. The lessons learnt from the 
tobacco control experience of successfully fighting the tobacco industry can be applied to other industries 
including processed food and sugary drinks. 
Areas of controversy 
Tackling obesity and poor diet is a more complex issue than tobacco. Food industries continue to promote 
weak or ineffective policies such as voluntary reformulation, and resist regulation and taxation.  However, 
the UK food industry now faces increasing pressure from professionals, public and politicians to accept 
reformulation and taxes, or face more stringent measures.   
 
Growing points and areas timely for developing research 
The rise in childhood and adult obesity needs to be arrested and then reversed.  Unhealthy processed food 
and sugary drinks are a major contributing factor. There is increasing interest in the tactics being used by 
the food industry to resist change.  Advocacy and activism will be essential to counter these denialism 
tactics and ensure that scientific evidence is translated into effective regulation and taxation. 
 
KEY WORDS: Food Industry, denialism, public health, diet, disease, prevention policy 
 
 
 
Introduction 
This review briefly considers four related issues:  
  1) the burden of non-communicable diseases (NCDs), and  food as a major risk factor for NCDs;  
  2) the lessons learnt from successes in tobacco control over six decades;  
  3) corporate political activity (CPA) - the denialism tactics (using rhetorical arguments to give the 
appearance of legitimate debate where none exists, with the ultimate goal of rejecting a proposition on 
which there is scientific consensus1 used by Tobacco corporations and other harmful industries; and  
  4) public health successes and the lessons they offer for the future.  
      
Non-communicable diseases (NCDs) and poor diet 
Non-communicable diseases (NCDs) include cardiovascular diseases, cancers, COPD, diabetes and dementia.2 
NCDs account for two thirds of all global deaths, and are also the commonest cause of disability. The Global 
Burden of Disease study represents a huge collaborative achievement involving over 1800 scientists from 
127 countries and has comprehensively assessed mortality and disability from major diseases, injuries, and 
risk factors.3  
 
However, most of these premature NCD deaths are avoidable.4,5  The WHO NCD Global Action Plan6 for 
2013-2020 therefore states a key principle for addressing NCDs using a “human rights approach”: 
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 “It should be recognized that the enjoyment of the highest attainable standard of health is one of the 
fundamental rights of every human being, without distinction of race, colour, sex, language, religion, 
political or other opinion, national or social origin, property, birth or other status, as enshrined in the 
Universal Declaration of Human Rights (paragraph 18).” 6 
 
Crucially, these analyses have consistently shown that poor diet generates more deaths and Disability 
Adjusted Life Years than tobacco, alcohol and physical inactivity combined.2 Poor diet can elevate specific 
risk factors and subsequent disease: a high body mass index (i.e. obesity), increased systolic blood pressure 
(which is  strongly correlated with salt intake), an elevated blood glucose (correlated with frank diabetes) 
and a high blood cholesterol (correlated with dietary fat, carbohydrates and sugar). Even with a 
conservative analysis, these factors in combination account for some 40% of the disease burden.2  Poor 
diet is thus a bigger contributor to mortality and morbidity than tobacco (6%) plus alcohol (5%) plus 
physical inactivity (3%).2          
   
Box 1 Terminology used and their definitions 
Terminology Definition 
Food Industry A complex, global collective of diverse 
businesses and corporations that supplies most 
of the food consumed by urban populations 
Big food The multinational food and beverage 
corporations with global market power 
Ultra-processed foods  Industrial food formulations high in salt, sugar, 
oils and saturated fats, which include 
substances not used in culinary preparations, in 
particular additives used to imitate sensorial 
qualities of minimally processed foods 
Sugary drinks Any beverage with added sugar, including non-
diet soft drinks/sodas, flavoured juice drinks, 
sports drinks, sweetened tea, coffee drinks and 
energy drinks 
Processed food The transformation of cooked ingredients, by 
physical or chemical means into food, or 
of food into other forms 
Unhealthy food  Foods that are perceived to have little or no 
nutritional value (i.e. containing "empty 
calories") 
Junk food Cheap food containing high levels of calories, 
sugar, fat or salt 
Whole food Plant foods that are unprocessed and 
unrefined, or processed and refined as little as 
possible, before being consumed. 
 
 
Lessons from Tobacco Control 
Invaluable lessons can be learned from tobacco controls’ six decade experience of persistently and 
successfully fighting the tobacco industry. Effective tobacco control has been achieved by comprehensive 
strategies which address the “3 As” of Affordability, Acceptability and Availability. Affordability includes 
increasing prices and taxes on all tobacco products. Acceptability includes advertising bans, smoke free 
laws, (so that smoking is no longer acceptable in pubs, clubs or cafes, and therefore no longer the social 
norm); and plain packaging (attractive packaging being a recognised form of marketing to children as well 
as adults.7  
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). Availability includes licensing of retailers, age checks in retail outlets and the elimination of vending 
machines. These comprehensive approaches to tobacco control work because they lower smoking 
initiation, increase cessation and reduce consumption. 
 
The effectiveness of these comprehensive prevention strategies and their specific actions have been 
demonstrated by trend analyses of smoking prevalence in many countries, including the US, UK and 
Australia. These analyses consistently demonstrate the impact of successive interventions.  Initially,  they 
primarily disseminated information on the harms of tobacco. This was followed by progressive bans on TV 
advertising and marketing, reinforced by progressive rises in taxes.  The culmination of these factors then 
makes the social environment increasingly hostile to smoking.8 As public understanding and awareness of 
the harms of tobacco widens, politicians become increasing willing to advocate for and implement changes 
to improve public health. This is demonstrated by politicians resisting intense pressure and lobbying from 
the industry. At a broader level, these lessons can be applied across a wide range of issues, a phenomenon 
sometimes described as the “effectiveness hierarchy”.9       
         
 
The public health effectiveness hierarchy  
Increasing evidence supports the concept of an effectiveness hierarchy.  “Downstream” preventive 
activities targeting individuals (such as 1:1 personal advice to stop smoking or take exercise, health 
education, primary prevention medications) consistently achieve a smaller population health impact than 
interventions aimed further “upstream” (for instance, smoke-free legislation, tobacco taxes, alcohol 
minimum pricing or regulations eliminating dietary trans-fats). These comprehensive, policy-based 
interventions affect the whole population and do not depend on a sustained “agentic” individual response. 
They thus tend to be more effective, more rapid, more equitable and also cost-saving.9,10  
        
 
The effectiveness hierarchy is certainly evident when evaluating strategies to promote healthier diets. 
Hyseni et al.11,12 have recently completed two systematic reviews on the most effective interventions to 
reduce the dietary intake of industrial transfats and salt respectively.  Dietary salt consumption remains 
much higher than recommended, increasing the incidence of hypertension, cardiovascular disease and 
stomach cancer.13 Substantial reductions in salt intake are therefore urgently needed. However, the 
debate continues about the most effective approaches. To inform future prevention programmes, Hyseni 
et al. systematically reviewed the evidence on the effectiveness of possible salt reduction interventions 
and compared “downstream, agentic” approaches targeting individuals with “upstream, structural” policy-
based population strategies.  
 
This systematic review found that multi-component strategies (involving both upstream and downstream 
interventions) generally achieved the biggest reductions in salt consumption across an entire population, 
most notably 4g/day in Finland and Japan, 3g/day in Turkey and 1.3g/day recently in the UK. Mandatory 
reformulation alone could achieve a reduction of approximately 1.45g/day, followed by voluntary 
reformulation (-0.8g/day), school interventions (-0.7g/day), short term dietary advice (-0.6g/day) and 
nutrition labelling (-0.4g/day). Tax and community based counselling could typically reduce salt intake by 
0.3g/day, whilst even smaller population benefits were derived from health education media campaigns (-
0.1g/day). Worksite interventions achieved an increase in intake (+0.5g/day), however, with a very wide 
range. Long term dietary advice could achieve a -2g/day reduction under optimal research trial conditions; 
however, substantially smaller reductions might be anticipated in unselected individuals over the longer 
term.11 
 
The conclusions were clear. Comprehensive strategies involving multiple components (voluntary 
reformulation, food labelling and media campaigns) and “upstream” population-wide policies such as 
mandatory reformulation generally appear to reduce salt intake more effectively than “downstream”, 
individually focussed interventions in achieving population-wide reductions in salt consumption. The 
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authors concluded that the ‘effectiveness hierarchy’ might deserve greater emphasis in future NCD 
prevention strategies.11 
 
Likewise with industrial trans fats, intake in most countries still exceeds the WHO target. Hyseni et al.12 
systematically reviewed trans-fat interventions and compared “upstream” structural policies covering 
whole populations with “downstream” agentic interventions targeting individuals. Again, multi-component 
interventions which included a legislative ban to eliminate trans-fats from food products appeared the 
most effective strategy. Reformulation and other multi-component interventions can also achieve useful 
reductions. By contrast, more “downstream” interventions consistently achieve smaller reductions. They 
concluded that future prevention strategies should consider this “effectiveness hierarchy” in order to 
achieve the largest reductions in the consumption of trans-fats.12 
            
An effectiveness hierarchy is also apparent when considering wider interventions to promote healthy 
eating. McGill et al.14 used a “5Ps” Framework to categorise healthy eating interventions (Price, Place, 
Product, Promotion and Person). They found differential effects on healthy eating outcomes by 
socioeconomic position. “Upstream” interventions categorised as “Price” (fiscal measures) appeared to 
decrease health inequalities, and were most effective in groups with lower socioeconomic position (SEP).  
All interventions that combined taxes and subsidies consistently decreased health inequalities. Conversely, 
“downstream” “Person” interventions (individual-based information and education), particularly dietary 
counselling, had a smaller impact and also tended to widen health inequalities. 14 
 
Sugar, sugary drinks and junk food 
So why the recent focus on sugar? There is increasing evidence identifying sugar as an important 
contributor to diverse harms, notably obesity, diabetes, cardiovascular disease and dental decay.15 In 
England, one in 10 children entering the reception year at primary school are obese, and by year 6 this 
increases to 1 in 5 children.16  Severe dental decay is the commonest cause of hospital admissions in young 
children In the UK; this has increased by some 25% in the last decade.17  
 
Furthermore, obesity is increasingly a worldwide problem in adults and children. The Final Report of the 
Commission on Ending Childhood Obesity (ECHO),18 2016  recently stated: 
“Government and society have a moral responsibility to act on behalf of the child to reduce the risk 
of obesity. Tackling childhood obesity resonates with the universal acceptance of the rights of the 
child to a healthy life as well as the obligations assumed by State Parties to the Convention of the 
Rights of the Child.” (page 8) 
 
The sugary drinks industry have objected to comparisons with the tobacco industry. However, there is 
increasing evidence indicating the use of similar tactics. The last 10 years has also seen an increasing 
confidence with which public health professionals have identified commercial activity as determinants of ill 
health, and a major problem to be addressed. Thus in 2009, Kelly Brownell and Ken Warner19 published a 
seminal review in the Millbank Quarterly with the title ‘Big tobacco played dirty and millions died, how 
similar is big food?’ They stated: 
“The food industry differs from tobacco companies in important ways, but there are significant 
similarities in the actions that the industries have taken. Obesity is now a major concern. The world 
cannot afford a repeat of tobacco history.” 
 
1n 2011, Anna Gilmore and colleagues20 described specific multinational corporations as “vectors of 
disease”. Though chilling, the analogy was clearly apposite. Much like mosquito vectors carrying malaria, 
the tobacco, alcohol and sugary drinks companies constantly supply and promote unhealthy products and 
use skilled marketing techniques to  ensure  individuals continue to purchase and consume them. In 2012, 
PLOS Medicine published a seminal series addressing the problem of the “Big Food” industry. Edited by 
David Stuckler and Marion Nestle21, this series included articles on ‘big tobacco’, ‘big food’ and ‘big 
alcohol’. By examining tobacco company documents, valuable insights have been gained about the 
methods the industry used to avoid or defy public health interventions that might threaten their profits. 
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Considerable evidence now shows that unhealthy food and beverage companies use  similar tactics to 
preserve their own profits by  routinely undermining public health responses such as taxation and 
regulation. 
 
In 2013, Moodie and colleagues22 published an extensive Lancet review starkly titled “Profits and 
Pandemics”. They described the same industry denialism tactics, then assessed the effects of 
countermeasures to promote public health. They emphasised the similar techniques that harmful 
commodity industries use to avoid regulation and taxation (policies that threaten to reduce sales and 
hence profits).  The tobacco, alcohol, and ultra-processed food and drink industries had ostentatiously 
advocated self-regulation, and public-private partnerships. All notably ineffective, and thus no threat to 
sales or profits. They concluded that unhealthy commodity industries should have no role in the formation 
of national or international NCD policy. Furthermore, public regulation and market intervention are the 
only evidence-based mechanisms to prevent harm caused by the unhealthy commodity industries. 
   
  
Moodie et al.22 also highlighted a seminal report by Oxfam23 entitled “Behind the Brands: Food justice and 
the “Big 10‟ food and beverage companies”. The report included a very powerful infographic (Figure 1).  
The figure shows that across the world, the majority of processed food consumed each day is produced by 
one of only ten huge multinational corporations: Associated British Foods (ABF), Coca-Cola, Danone, 
General Mills, Kellogg, Mars, Mondelez International (previously known as Kraft), Nestle, PepsiCo and 
Unilever.  However, the control and influence of these large food multinationals is not well recognised. 
Neither do many people appreciate that every single corporation is legally obliged to focus on just one 
objective, maximising profits for its shareholders. This suggests that corporate messaging about public 
health (for example, consistently focusing upon and promoting the benefits of physical activity as opposed 
to reducing the consumption of sugary drinks to address the obesity epidemic) can thus be viewed as 
merely public relations and marketing to maximise sales. Industry has been very effective in achieving its 
goals by adopting this strategy. But how and why has industry been so successful with this approach?  
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Figure 1 Behind the Brands: Food justice and the “Big 10‟ food and beverage companies 
Source: Joki Gauthier for Oxfam 2012.  http://www.behindthebrands.org    
      
 
 
           
Denialism tactics by corporations 
The last decade has seen an explosion in research evidence and analysis detailing these industry denialism 
tactics, now increasingly termed corporate political activity (CPA).  Hastings24 and Stuckler25 have 
highlighted the harmful influence and effects marketing campaigns by multinational corporations are 
having on our health. Freudenberg26 has researched and published extensively on ideology of the 
corporate consumption complex and the resulting “hyper-consumption” across modern society.  
 
 
Williams27 agrees that corporations are powerful, and contemporary food markets are structured by 
corporate activity, reflecting the well-known ‘hour-glass’ between producers and consumers. The resulting 
markets promote processed foods, which are invariably less healthy than whole foods. However, their 
efforts at self-regulation are predictably ineffective. Their inability to reform is demonstrated by their lack 
of willingness to stop marketing to children, promoting processed foods, or conducting constructive 
discussions about regulation and reformulation. Conversely, regulation is liberating from a societal 
perspective, because it results in more freedom and choice for the consumer, and corporations’  
domination of agricultural producers and markets become increasingly restricted.  
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Happily, this understanding of corporate tactics has disseminated progressively across the wider policy 
arena. Thus in 2013, Dr Margaret Chan28, the Director General of the World Health Organisation was able 
to say: 
 
It’s not just big tobacco anymore, its big food, big soda and big alcohol, all of these industries fear 
regulation because it harms their profits and they’re using the same tactics. Focus groups, lobbies, 
law suits, promise of self-regulation which doesn’t work and the industry funded research that 
confuses the evidence and keeps the public in doubt. Doubt is one of the major products and its a 
very effective one.28  
 
Then in 2014, Anand Grover, UN Special Rapporteur on the Right to Health, stated: 
‘Owing to the inherent problems associated with self-regulation and public–private partnerships, 
there is a need for States to adopt laws that prevent companies from using insidious marketing 
strategies. The responsibility to protect the enjoyment of the right to health warrants State 
intervention in situations when third parties, such as food companies, use their position to influence 
dietary habits by directly or indirectly encouraging unhealthy diets, which negatively affect people’s 
health. Therefore, States have a positive duty to regulate unhealthy food advertising and the 
promotion strategies of food companies. Under the right to health, States are especially required to 
protect vulnerable groups such as children from violations of their right to health.’29 
 
This message has since been echoed by Olivier De Schutter,30 UN Special Rapporteur on the Right to Food, 
and Dainius Puras, UN Special Rapporteur on the Right to Health.31 
 
The MARSH corporate political activity 
The identification and role of CPA has been well recognised for decades in tobacco control circles.32,33 The 
industry acts to undermine any public health regulation which might threaten profits. Recognition of 
similar tactics in other industries is a much more recent phenomenon. In 2010, McKee and Diethelm used 
the phrase “denialism” as a concept to describe these tactics used by multinational companies, including 
CPA. 34,35 
 
Recent progress in highlighting CPA has been impressive. A systematic review by Savell, Fooks and Gilmore 
(2014) found that defensive and aggressive  activities by the tobacco industry were far more diverse than 
previously recognised. Indeed, these industry tactics and arguments were generalisable to multiple 
jurisdictions and could be used to predict industry activity.36 This notion of CPA was then extended by 
Mialon, Swinburn and colleagues (2016), using an extensive review of the evidence to systematically 
identify, describe and comprehensively categorise CPA in relation to the food industry. Food industry 
actors were found to use multiple CPA strategies, particularly ‘information and messaging’ and 
‘constituency building’ strategies.37 
            
 
The challenge is then how best to communicate dense and comprehensive models of CPA for the wider 
public.  Building on Savell et al,36 we offer MARSH as a mnemonic. This describes the marsh (“swamp” in 
the US) deliberately created by industry actors to delay and distract public health and policy makers from 
implementing the interventions that work best: regulation and taxation.  MARSH stands for:  Mis-
information; Attack; Recruitment of allies; Substituting ineffective policies, and Heaps of money. (Table 
1) 
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Firstly, Misinformation and biasing the evidence. Harmful industries (tobacco, alcohol, gambling, sugary 
drinks etc), systematically spend millions of pounds on generating “research” studies that will undermine 
the basic evidence of harm. They then misinform policy makers and politicians by direct (e.g. making 
contact with policymakers to influence legislation and regulation and/or providing hospitality and gifts) and 
indirect political lobbying (e.g. hiring “independent experts” to talk to policy makers, or the use of “front 
groups” to put pressure on behalf of the industry, without disclosing their interests). These industry actors 
market and generate doubt,38   and hence create delay in any proposed regulation or taxation.  Historians 
have looked at thousands of freedom of information and disclosure documents from the tobacco industry 
and found part of the tobacco industry’s strategy was to fund science to undermine the evidence and 
create doubt. Thus leading to politicians using the perceived lack of consistent scientific evidence to justify 
inaction on regulation and taxation. 
 
Secondly, Attack. The harmful corporations will attack individuals and organisation and indeed countries. 
For example, the recent Philip Morris legal onslaught on Uruguay’s tobacco control measures.39 Industry 
and industry apologists will try and destabilise their public health opponents, and also accuse them of 
being “nanny state” or “anti-business”. Hence the frequent (false) claims that ‘you’re going to hurt jobs’, or 
‘you’re going to hurt the economy’. This has occurred ever since the tobacco industry first tried to resist 
regulation and taxation.  Industry will thus readily use legal approaches, both actual litigation and also the 
simple threat of legal action which can itself successfully achieve “regulatory chill”.  
 
Thirdly, Recruiting allies and constituencies.  Tobacco industries in the past and more recently sugary 
drinks companies build up internal constituencies and trade associations to create political  opposition 
machines. Furthermore, they also energetically recruit policy makers, media, civil society and consumer 
groups.  For instance sugary drinks taxes are now being introduced in city after city across the US. Yet on 
each occasion, the sugary drinks companies and American Beverage Association are mobilising opposition,   
TABLE 1.  
MARSH: tactics used by Tobacco & Food Industries to block market regulation 
 
M  Misinform 
Reshaping evidence; lobbying (Direct or via third parties); Increase Doubt; 
Procrastinate 
 
A  Attack 
Neutralise, discredit, fragment & destabilise opponents: “Nanny State, Anti-
business”  
Litigation, challenge policies in courts, threaten legal action or “job losses” 
 
R  Recruit  
Build internal constituencies, alliances & trade associations. External 
constituencies, other sectors; policymakers; media; unions; civil society, 
consumers, employees, public; astroturf  (fake grassroots organizations) 
S  Substitute ineffective interventions 
Voluntary, self-regulation, Public-Private-Partnerships, Education, individual 
choice 
 
H  Heap money on politicians, journalists & scientists 
 
SOURCE DATA: Savell E, Gilmore AB, Fooks G. How does the tobacco industry attempt to influence 
marketing regulations? A systematic review. PLoS One. 2014 Feb 5;9(2):e87389. doi: 
10.1371/journal.pone.0087389. 
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including multi-million dollar financing of media to air adverts to turn the public against the tax, creating 
fake grass roots opposition organisations, and by providing “charitable” funding to local community 
groups. 
.  
 
Fourthly, Substituting ineffective interventions such as education or “individual choice”, self-regulation or 
voluntary agreements.  Anything other than regulation or taxation represents a good distraction.41  
Industry actors thus also promote public-private partnerships, which are equally ineffective.41  
Furthermore, note how the junk food industry has been trying to put the blame for children’s obesity 
entirely on physical inactivity. 
 
Finally, Heaps of money. Industry provides substantial funding for scientists, journalists, politicians and 
political parties. In the US Congress for instance, approximately two thirds of representatives declare 
funding received from the food industry.42  
.        
 
SUPPORT for past and future public health triumphs 
However, there is good news. Public health alliances are continuing to battle and win against CPA. The 
tobacco industry are increasingly constrained by regulation and taxation in high income countries, and face 
progressive control globally. This is powerfully assisted by the legally binding Framework Convention on 
Tobacco Control (FCTC), agreed in 200543 and now implemented in over 180 countries.   
Furthermore, the lessons learned from the public health triumphs over Big Tobacco and many other health 
threats over the last two centuries offer valuable lessons for the future. Whether it is clean water, 
sanitation, pollution, slavery abolition, immunisation, seat belts, or smoke free interventions. The 
pathways for all these triumphs can usefully be summarised by the mnemonic SUPPORT. This stands for: 
 
SCIENTIFIC evidence emerges 
UNDERSTANDING spreads 
PROFESSIONALS accept the scientific paradigm 
PUBLIC & POLITICIANS become aware of the evidence, then supportive of remedies 
OPPOSITION from vested interests is anticipated, then progressively OVERCOME, then 
REGULATION is introduced, often strengthened by 
TAXATION to reinforce regulations. 
 
Tobacco control is an excellent example of SUPPORT in action. Scientific evidence became irrefutable that 
tobacco causes heart disease and lung cancer. This was followed by a wider Understanding across the 
scientific community.  This understanding then spread more widely. Professionals such as doctors initially 
challenged it but then progressively accepted the concept. The idea then diffused through to the Public. 
The weight of evidence, often amplified by committed advocates, then progressively shifts opinion in the 
general public and then in Politicians, leaving them little choice but to follow and accept the will of the 
electorate. The UK sugary drinks tax is a good recent example. These progressive proposals then always 
face certain Opposition from vested interests of industry. However, that opposition can be Overcome to 
then pave the way for Regulation and, in many cases, Taxation.  
SUPPORT thus seems to be a potentially useful framework, and appears to apply to most historical public 
health successes, and also recent ones like sugary drinks regulation and taxation.   
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Obesity and Sugar  
Obesity offers another informative example. It has been on the agenda for some two decades in the UK. 
However, obesity only started to gain traction as a policy issue when the estimated societal cost of obesity in 
the UK reached £27 billion per year, (and that is very likely an underestimate).44  
Obesity initiatives then multiplied, particularly in the last decade. However, most policy initiatives have 
emphasised politically unchallenging approaches such as information, education and personal choice. All are 
weak or ineffective,45 and have thus been encouraged by the industry. However, the UK is now increasingly 
acknowledging the failure of these past strategies, and identifying more effective interventions. The 
Parliamentary Health Select Committee, chaired by Sarah Wollaston MP, an advocate of public health, 
examined the evidence –base for preventing childhood obesity in 2015,46 and 2017.47 They have produced 
important messages and advocated bold action.  
Firstly, the obesogenic environment represents a large, complex, and wicked problem. It thus requires a 
large, multifactorial and multilevel approach48, because any single intervention in isolation will not be 
sufficient and will likely have minimal effect.  The Health Select Committee therefore recommended a 
comprehensive strategy comprising 12 evidence-based interventions (Table 2).   
 
 
Table 2 Health Select Committee recommended a comprehensive strategy including 12 
evidence-based interventions   
↓↓ Restrictions on Advertising to children 
↑↑ Reformulation 
↑↑ 20% tax on full sugar soft drinks 
↓↓ Price Promotions   
↓↓ Placement of food & drink in retail environment  
↑↑ Labelling 
↓↓ Portion sizes & caps  
↑↑ Nutrition standards in ALL schools  
↑↑ Support local authorities & wider public sector 
↑↑ Early interventions 
↓↓ Calorie reduction (not just sugar) 
↑  Physical Activity 
      
 
Progress thus far has been slow but steady. A 20% tax on full sugar soft drinks has now been legislated, but 
with implementation delayed until Spring 2018.49 Further restrictions on advertising to children were 
implemented in late 2016 (but with substantial loopholes remaining); and voluntary industry 
reformulation of diverse food groups is now being closely supervised by Public Health England.50,51 
With the intention to follow the same path successfully achieved by salt reduction in the last decade.11,52  
 
Optimists present this as great progress,53,54 which is true. Meanwhile sceptics consider it tokenistic and 
destined to fail, and cite real grounds for concern.52 We will not have long to wait, because the current very 
close monitoring by Public Health England should enable analysis of trends by mid 2018. Meanwhile, 
ministers claim that they would be prepared to use more radical interventions if necessary. These additional 
actions have not been specified, but might logically include a tax on the sugar concealed in every food group, 
a comprehensive ban on TV advertising of junk food and sugary drinks before the 9pm watershed, and 
regulations to enforce reformulation and reduction in portion sizes.  Such regulations then provide a “level 
playing field” for all companies, as demanded by some distributors. The moral and scientific arguments in 
favour of such “NannyState” policies are strong.55 However, the political trends during this Summer of 2017 
are not promising, with fears that Brexit inspired deregulation could particularly undermine tobacco control 
and healthy food policies.56 
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However, unless the rise in childhood obesity is arrested and then reversed, millions of people will face a life 
shortened by obesity, diabetes and other chronic diseases. And the NHS budget and UK economy will both be 
harmed.  
 
Future policy issues, and the balance of probabilities  
Tackling obesity is undoubtedly a profoundly complicated issue. Major lessons can be learnt from the 
tobacco industry and the success of tobacco control. In comparison to food, tobacco presents a less 
complicated problem. The complete disappearance of the tobacco industry would benefit everyone’s 
health.  Food is much more complex to address. On the one hand, a century of nutrition science has clearly 
identified that healthy diets typically emphasise fruit and vegetables, nuts and pulses, fish and olive oil. 
Conversely, the megatonnes of processed food, ready meals and snacks currently produced annually by 
the food industry are densely packed with unhealthy salt, sugar and saturated fat, likewise sugary drinks. 
These promote disease. The food industry is therefore now facing increasing pressure from professionals, 
public and politicians to reformulate their recipes. Hence ensuring that their products are at least not 
harmful, and that some products could even be health promoting. Such actions are voluntary at present; 
but the spectre of tobacco-inspired regulation and taxation probably now haunts every food 
multinational.57 
 
Why are industry players so keen to market doubt? Doubt paralyses the legislative process. How much 
evidence is needed to justify a public health intervention?  The researchers’ desire for even greater clarity 
and an even better understanding of mechanisms is predictable.  But the perfect then risks being the 
enemy of the good.  Furthermore, “beyond all reasonable doubt” is the wrong standard. Most public 
health champions in history have achieved progress once evidence was considered sufficient to satisfy the 
“balance of probabilities” test.   Perfect evidence is impossible to achieve and if corporate actors persuade 
us to wait for absolute proof, we will wait forever. (For instance, the totality of evidence clearly 
demonstrates that smoking is very harmful; yet there is still no randomised controlled trial “proving” that 
smoking “causes” lung cancer).  Some 99% of climate scientists are convinced by the evidence that human 
production of CO2 is warming the globe. We likewise have had evidence since the 1970s that sugar is 
harmful to health. However, the industry actively perpetuated doubt for three subsequent decades,58 
successfully paralysing all effective public health activity. It is only in the last decade that public health 
activists such as Brownell, Lustig, MacGregor, Malhotra, Nestle and Stuckler have successfully mobilised 
public opinion and politicians to address the problem.         
  
Conclusions 
Exemplary global burden of disease analyses clearly demonstrate that poor diet produces a bigger burden 
of non-communicable disease than tobacco, alcohol and inactivity combined.6 Historical successes in 
tobacco control, safe water and clean air have highlighted the reality of the Effectiveness Hierarchy, and 
that the most powerful interventions are “upstream” policies addressing the 3 As of Affordability, 
Acceptability and Availability. 
 
Modern transnational corporations producing harmful commodities such as junk food, sugary drinks and 
alcohol aim to maximise profit and avoid regulation. Like tobacco in previous decades, these denialism 
tactics are predictable, and can be categorised using the MARSH mnemonic.  
 
In conclusion, advocacy and activism are both essential to travel the long SUPPORT path, from the initial 
scientific evidence to effective regulation and taxation. Happily, we can celebrate many past public health 
triumphs, profit from these lessons learned, and now plan for future successes.   
 
  
13 
 
References  
 
1. Diethelm P  McKee M Denialism: what is it and how should scientists respond? Eur J Public Health, 
19(1) 2009, Pages 2–4,https://doi.org/10.1093/eurpub/ckn139 
 
2. Lozano R, Naghavi M, Foreman K, et al. Global and regional mortality from 235 causes of death for 20 age 
groups in 1990 and 2010: a systematic analysis for the Global Burden of Disease Study 2010. Lancet 2012; 
380 (9859): 2095 – 128. 
 
3.  Newton JN, Briggs AD, Murray CJ, et al. Changes in health in England, with analysis by English regions 
and areas of deprivation, 1990-2013: a systematic analysis for the Global Burden of Disease Study 2013. 
Lancet. 2015 Dec 5;386(10010):2257-74. doi: 10.1016/S0140-6736(15)00195-6. Epub 2015 Sep 14. 
 
4. WHO. Global Burden of Metabolic Risk Factors for Chronic Diseases Collaboration. Cardiovascular 
disease, chronic kidney disease, and diabetes mortality burden of cardiometabolic risk factors from 1980 to 
2010: a comparative risk assessment. Lancet Diabetes Endocrinol. 2014 Aug; 2 (8):634-47. doi: 
10.1016/S2213-8587(14)70102-0. 
 
5. Global Burden of Metabolic Risk Factors for Chronic Diseases Collaboration. Cardiovascular disease, 
chronic kidney disease, and diabetes mortality burden of cardiometabolic risk factors from 1980 to 2010: a 
comparative risk assessment. Lancet Diabetes Endocrinol. 2014 Aug;2(8):634-47. doi: 10.1016/S2213-
8587(14)70102-0. 
 
6. WHO Global Action Plan for the Prevention and Control of NCDs 2013-2020 World Health 
Organization 2013 http://www.who.int/nmh/events/ncd_action_plan/en/ accessed 24.04.17. 
 
7. Keller K.L, Kuilema L.G, Lee N, Yoon J, Mascaro B, Combes A.L et al. 
The impact of food branding on children's eating behavior and obesity. Physiol Behav. 2012 Jun 
6;106(3):379-86. doi: 10.1016/j.physbeh.2012.03.011. Epub 2012 Mar 16. 
 
8. Baud L. The impact of smokefree legislation in England: evidence review   March 2011 
https://www.gov.uk/government/publications/impact-of-smokefree-legislation-evidence-review-march-
2011 (accessed 15.11.17). 
 
9. Capewell S, Capewell A. An effectiveness hierarchy of preventive interventions: neglected paradigm or 
self-evident truth? J Public Health (Oxf). 2017 May 19:1-9. doi: 10.1093/pubmed/fdx055. 
  
10. Hyseni L, Atkinson M, Bromley H, Orton L, Lloyd-Williams F, McGill R, Capewell S. 
The effects of policy actions to improve population dietary patterns and prevent diet-related non-
communicable diseases: scoping review. Eur J Clin Nutr. 2016 Nov 30. doi: 10.1038/ejcn.2016.234. [Epub 
ahead of print] Review. 
 
11.  Hyseni L, Elliot-Green A, Lloyd-Williams F, Kypridemos C, O'Flaherty M, McGill R. et al. Systematic review of 
dietary salt reduction policies: evidence for an effectiveness hierarchy? PLoS One. 2017 May 18;12(5):e0177535. doi: 
10.1371/journal.pone.0177535. eCollection 2017. 
 
12. Hyseni L, Bromley H, Kypridemos C. O’Flaherty M, Lloyd-Williams F, Guzman-Castillo M. et al. 
Systematic review of dietary trans-fat reduction interventions Bull World Health Organ 2017;95:821–
830 doi: http://dx.doi.org/10.2471/BLT.16.189795. 
 
13. Parkin DM. Cancers attributable to dietary factors in the UK in 2010 IV. Salt. Br J Cancer. 2011. 105. 
S31-S33). 
 
14. McGill R, Anwar E, Orton L, Bromley H, Lloyd-Williams F, O’Flaherty M.  et al. Are interventions to 
promote healthy eating equally effective for all? Systematic review of socioeconomic inequalities in 
impact. BMC Public Health. 2015 May 2;15:457. doi: 10.1186/s12889-015-1781-7. Review.  
 
14 
 
 
 
15. Moynihan P. Sugars and Dental Caries: Evidence for Setting a Recommended Threshold for Intake. Adv 
Nutr. 2016 Jan 15;7(1):149-56. doi: 10.3945/an.115.009365. Print 2016 Jan. 
 
16. Public Health England From evidence into action: opportunities to protect and improve the nation’s 
health - Publications October 2014 <https://www.gov.uk/government/publications/from-evidence-into-
action-opportunities-to-protect-and-improve-the-nations-health>  (accessed 19.04.17). 
 
17. Health and Social Care Information Centre (HSCIC) statistics. NHS Outcomes Framework England, February 
2016: Quarterly Publication p. 42 
http://content.digital.nhs.uk/catalogue/PUB20090/nhs-out-fram-ind-feb-16-comm.pdf (accessed 08.05.17). 
 
18. WHO Commission on Ending Childhood Obesity (ECHO) Ending Childhood Obesity Final Report 
http://www.who.int/end-childhood-obesity/news/launch-final-report/en/  WHO  25 January 2016. 
 
19. Brownell KD, Warner KE. The perils of ignoring history: Big Tobacco played dirty and millions died. How 
similar is Big Food? Milbank Q. 2009 Mar;87(1):259-94. doi: 10.1111/j.1468-0009.2009.00555. 
 
20. Gilmore AB, Savell E, Collin J. Public health, corporations and the new responsibility deal: promoting 
partnerships with vectors of disease? J Public Health. 2011 Mar;33(1):2-4. doi: 10.1093/pubmed/fdr008. 
Epub 2011 Feb 2. 
 
21. Stuckler D, Nestle M. Big Food, Food Systems, and Global Health. PLoS Med. 2012 9(6): e1001242. 
https://doi.org/10.1371/journal.pmed.1001242. 
 
22. Moodie R, Stuckler D, Monteiro C. Sheron N, Neal B, Thamarangsi T. et al. on behalf of The Lancet NCD 
Action Group Profits and pandemics: prevention of harmful effects of tobacco, alcohol, and ultra-processed 
food and drink industries. Lancet. 2013 Feb 23;381(9867):670-9. doi: 10.1016/S0140-6736(12)62089-3. 
Epub 2013 Feb 12. 
 
23. Oxfam Briefing Paper No. 166 26 February 2013 Behind the Brands: Food justice and the “Big 10‟ food 
and beverage companies. https://www.behindthebrands.org/images/media/Download-files/bp166-
behind-brands-260213-en.pdf (accessed 19.04.17). 
 
24. Hastings G. Why corporate power is a public health priority. BMJ. 2012 Aug 21;345:e5124. doi: 
10.1136/bmj.e5124.  
 
25. Stuckler D, McKee M, Ebrahim S, Basu S. Manufacturing epidemics: the role of global producers in 
increased consumption of unhealthy commodities including processed foods, alcohol, and tobacco. PLoS 
Med. 2012;9(6):e1001235. doi: 10.1371/journal.pmed.1001235. Epub 2012 Jun 26. 
 
26. Freudenberg N. The manufacture of lifestyle: the role of corporations in unhealthy living. J Public 
Health Policy. 2012 May;33(2):244-56. doi: 10.1057/jphp.2011.60. Epub 2012 Jan 19. 
 
27. Williams G. Healthy food provision: 
stranded between corporate power and 
corporate powerlessness Presentation 
https://www.liverpool.ac.uk/media/livacuk/law/l
15 
 
awncdunit/Garrath,Williams,March,2017.pdf  
accessed 08.05.17.  
 
28.  Chan M. Director-General of the World Health Organization WHO Director-General addresses health 
promotion conference Opening address at the 8th Global Conference on Health Promotion Helsinki, Finland, 
10 June 2013  
http://www.who.int/dg/speeches/2013/health_promotion_20130610/en/ accessed 08.05.17. 
 
29. Grover A, UN Special Rapporteur on the right to health (June 2014) http://wphna.org/wp-
content/uploads/2014/07/2014-06-11-UN-HRC-UN-Rapporteur-on-health.pdf accessed 08.05.17. 
 
30. De Schutter O. UN Special Rapporteur on the Right to Food (September 2011) 
http://www.srfood.org/en/nutrition accessed 08.05.17. 
 
31. Puras D. UN Special Rapporteur on the Right to Health (April 2016). 
http://www.ohchr.org/Documents/Issues/Health/SRLetterUNGASS7Dec2015.pdf accessed 08.05.17. 
 
32. Daube M. Voluntary agreements: designed to fail. Tobacco Control. !983;2:15-16. 
 
33. Chapman S. Public Health Advocacy and Tobacco Control: Making Smoking History 2008 ISBN: 978-0-
470-69163-2. Wiley-Blackwell. 
 
34.  McKee M. Diethelm P. How the growth of denialism undermines public health BMJ 2010; 341. 
doi.https://org/10.1136/bmj.c6950 (Published 14 December 2010). 
 
35. Capewell S. Capewell A. Beware SLEAZE tactics BMJ 2011;342:d287 
https://doi.org/10.1136/bmj.d287 (Published 19 January 2011). 
 
36. Savell E, Gilmore AB, Fooks G. How does the tobacco industry attempt to influence marketing 
regulations? A systematic review. PLoS One. 2014 Feb 5;9(2):e87389. doi:10.1371/journal.pone.0087389. 
eCollection 2014. Review. 
 
37. Mialon M, Swinburn B, Allender S, Sacks G. Systematic examination of publicly-available information 
reveals the diverse and extensive corporate political activity of the food industry in Australia. BMC Public 
Health. 2016 Mar 22;16:283. doi: 10.1186/s12889-016-2955-7. 
 
38. No author given. Smoking and Health Proposal. 1969. Brown & Williamson Records; Minnesota 
Documents. Unknown. https://www.industrydocumentslibrary.ucsf.edu/tobacco/docs/psdw0147  
accessed 08.05.17. 
 
39.  No author given. Health News | Fri Jul 8, 2016 | 8:02pm EDT Phillip Morris loses tough-on-tobacco 
lawsuit in Uruguay 
http://www.reuters.com/article/us-pmi-uruguay-lawsuit-idUSKCN0ZO2LZ  accessed 22.04.17. 
 
40.  Aubrey A. Can The Soda Industry's $4 Million Ad Blitz Fend Off A Sugary Drink Tax? June 15, 2016 
http://www.npr.org/sections/thesalt/2016/06/15/482070736/can-the-soda-industry-s-4-million-ad-blitz-
fend-off-a-sugary-drink-tax  accessed 08.05.17. 
 
41. Knai C, Petticrew M, Durand MA, Scott C, James L, Mehrotra A, Eastmure E, Mays N. 
The Public Health Responsibility deal: has a public-private partnership brought about action on alcohol 
reduction? Addiction. 2015 Aug;110(8):1217-25. doi: 10.1111/add.12892. Epub 2015 Mar 26. 
 
42. Nestle M. Food Politics: How the food industry influences nutrition and health University of California 
Press 2013. 
 
43. WHO (Conference of the Parties to the WHO FCTC) Framework Convention on Tobacco Control 27 
February 2005. http://www.who.int/fctc/text_download/en/ accessed 23.04.17. 
 
44. Public Health England Guidance: Health matters: obesity and the food environment 31 March 2017 
16 
 
https://www.gov.uk/government/publications/health-matters-obesity-and-the-food-environment/health-
matters-obesity-and-the-food-environment--2 (accessed 27.11.17). 
 
45. Royal College of Paediatrics and Child Health Tackling England’s childhood obesity crisis A report by the 
Royal College of Paediatrics and Child Health to inform the development of the UK Government’s childhood 
obesity strategy October 2015 
https://www.rcpch.ac.uk/system/files/protected/news/Obesity%20Summit%20report%20FINAL.pdf 
(accessed 27.11.17). 
 
46. House of Commons Health Committee Childhood obesity— brave and bold action First Report of 
Session 2015–16 https://www.publications.parliament.uk/pa/cm201516/cmselect/cmhealth/465/465.pdf 
Accessed 23.04.17. 
 
47.  Health Select Committee Publications.  Childhood obesity: follow-up. Summary. March 2017. 
https://www.publications.parliament.uk/pa/cm201617/cmselect/cmhealth/928/92803.htm accessed 
23.04.17. 
 
48. Rutter H. The single most important intervention to tackle obesity 
Int J Public Health. 2012 Aug;57(4):657-8. doi: 10.1007/s00038-012-0385-6. 
 
49. Gov.UK Policy paper: Soft Drinks Industry Levy  5 December 2016 
https://www.gov.uk/government/publications/soft-drinks-industry-levy/soft-drinks-industry-levy 
(accessed 27.11.17). 
 
50. Public Health England Sugar Reduction and Wider Reformulation Programme Stakeholder engagement: 
May 2016 to March 2017 30 March 2017 PHE Publications. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/604332/Sugar_reductio
n_stakeholder_engagement_2016_to_2017.pdf (accessed 28.11.17). 
 
51. Public Health England Sugar reduction and wider reformulation programme: interim review 14 
September 2017 PHE Publications https://www.gov.uk/government/publications/sugar-reduction-and-
wider-reformulation-interim-review/sugar-reduction-and-wider-reformulation-programme-interim-review 
(accessed 28.11.17). 
 
52.  Duncan Selbie's Friday message – 31 March 2017 
https://publichealthmatters.blog.gov.uk/2017/03/31/duncan-selbies-friday-message-31-march-2017/  
accessed 23.04.17. 
 
53. Tedstone A. Sugar reduction and obesity: 10 things you need to know. 1 November 2016  
https://publichealthmatters.blog.gov.uk/2016/11/01/sugar-reduction-and-obesity-10-things-you-need-to-
know/  accessed 23.04.17. 
 
54. Caraher M, Perry I. Sugar, salt, and the limits of self regulation in the food industry. BMJ. 2017 Apr 
7;357:j1709. doi: 10.1136/bmj.j1709. 
 
55. Roderick P, Pollock A, Brexit’s Great Repeal Bill will axe the right to health BMJ 2017; 357 doi: 
https://doi.org/10.1136/bmj.j2013. 
 
56.  S Capewell. Are nanny states healthier states? BMJ 2016; 355:i6341 doi: 10.1136/bmj.i6341 
 
57. Pfister K. Leaked: Coca-Cola’s Worldwide Political Strategy to Kill Soda Taxes. 14.10.16 
http://observer.com/2016/10/leaked-coca-colas-worldwide-political-strategy-to-kill-soda-taxes/ accessed 
08.05.17. 
 
58. Lustig R. Fat Chance: The Hidden Truth About Sugar, Obesity and Disease Harper Collins 2014.  
